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ABSTRACT
Nurses may experience distress as they perceive the inability to advocate for their
patients as they feel ethically bound to do. due to external factors. Labeled in literature as
moral distress, these feelings have been shown to result in significant emotional stress
and dissatisfaction with the work environment. This study was designed to explore the
relationship between moral distress in North Dakota (ND) registered nurses (RN), and the
choice to leave a position of employment. Relationships between moral distress and
demographic and workplace variables were also explored.
The basis for this study was the Model for a Theory of Moral Distress. A
systematic sample of the RNs licensed to practice in ND was surveyed by mail using the
revised Moral Distress Scale.
Of the respondents (N=207), 26.6% reported having changed positions of
employment as a result of moral distress. Of those employed in patient care settings,
37.4% (n= 165) reported experiencing moderate or high levels of moral distress. No
demographic variables were found to have statistically significant relationships to moral
distress.

IX

CHAPTER I
INTRODUCTION
Recent nursing research has revealed that a significant percentage of nurses have
left a nursing position or the profession as a result of their experiences with moral distress
(Corley, Minick, Elswick, & Jacobs, 2005; Fry, Harvey, Hurley, & Foley, 2002: Millette,
1994; Redman & Fry, 2000). There is anecdotal evidence that nurses’ moral distress
affects quality of patient care and subsequent health outcomes. Some nurses lose their
capacity for caring, avoid patient contact, and fail to give good physical care as a result of
moral distress. Nurses may experience burnout, physically withdraw from the bedside,
fall short of meeting 'the patient’s basic physical needs, or may leave the profession
altogether (Corley, 1995; Kelly, 1998; Millette, 1994; Redman & Fry, 2000; Wilkinson,
1987-88). Foss of quality performance and loss of nurses from the workforce are threats
to patient care.
Background and Significance
The Code for Nurses with Interpretive Statements (American Nurses Association
[ANA], 1985) admonishes nurses to uphold the “values and special moral obligations”
(p. i) of the profession. The Code serves as a guide for nurses as they make ethical
decisions and fulfill their professional responsibilities, their primary responsibility being
to the patient. Jameton, a philosopher, first described the phenomenon of moral distress in
nursing as experienced “when one knows the right thing to do, but institutional
constraints make it nearly impossible to pursue the right course of action” (1984, p. 6).
1

Webster and Baylis (2000) described the feelings: “The experience of compromised
integrity that involves the setting aside or violation of deeply held (and publicly
professed) beliefs, values, and principles can sear the heart” (p. 223).
In 2004, the American Association of Critical Care Nurses (AACN) published a
position statement on moral distress, identifying it as a serious problem in nursing and a
key issue affecting the workplace environment. It can affect nurses’ ability to provide
optimal patient care and adversely affect job satisfaction. Job satisfaction affects nurse
retention within organizations and in the profession (AACN, 2004).
Nathaniel (2002), in a report for the American Nurses Association Ethics and
Human Rights Update, made the connection between moral distress and nursing
workforce issues. She cited a report on the nursing shortage by the United States
Government Accounting Office (U.S. GAO), which reported that sources of nurses’
dissatisfaction include poor working conditions such as inadequate staffing, heavy
workloads, increased use of overtime, and lack of sufficient support staff.
Although on the surface these sources of dissatisfaction may not seem to be
related to moral distress, a review of research literature suggests that such
situations may actually be contributing causes of moral distress. Moral distress, in
turn, may cause nurses to leave the work force, thus compounding the nursing
shortage creating a self-perpetuating downward spiral. (Nathaniel, 2002, p. 4)
In North Dakota (ND), registered nurse (RN) turnover and vacancy rates in
healthcare facilities have risen steadily. The statewide RN turnover rate was 15% in
2003, 18% in 2004, and 20% in 2005, compared to the nationwide average of 21 %.
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Likewise, vacancy rates for RN positions rose from 5% in 2003 to 9% in 2004 and 11%
in 2005 (Center for Rural Health, 2006).
Purpose
The aim of this study was to determine the percentage of ND RNs who have
changed employment settings as a result of moral distress, to measure the intensity and
frequency of moral distress among the RNs involved in patient care, and to examine
possible correlates in demographic or workplace factors. The information gathered will
be shared, with the intention of creating awareness which may be of value to individual
nurses, the ND Board of Nursing (NDBON), healthcare administration, and nursing
education. Greater awareness of the concept of moral distress may promote dialogue
regarding work environment, and strategies for developing professional or organizational
resources that address or mitigate the harmful effects of moral distress. Educational
activities may be designed to promote understanding and role development of nurses in
education and practice settings.
Theoretical Framework
This study is based on the Moral Distress Theory (Corley, 2002). Jameton’s
(1984) concept of moral distress in nursing served as the theoretical framework for the
development of Corley's Moral Distress Theory and subsequently the Moral Distress
Scale (MDS) tool (see Appendixes A and B). Jameton identified moral distress as painful
feelings that occur when, because of institutional constraints, the nurse cannot do what he
or she perceives to be needed to advocate for the patient.
In addition. House and Rizzo’s role conflict theory (1972) and Rokeach’s theory
on values and value systems (1973) were used by Corley in the development of the Moral
3

Distress Theory. Role conflict, as characterized by House and Rizzo (1972), is a type of
stress that results when the managers of an organization hold competing or conflicting
sets of expectations for one’s position in the organization. “Nurses are responsible to two
organizational authorities: the facility’s managers and its physicians. If the dual sources
of supervision impose conflicting professional expectations, the nurse may experience
role conflict” (Corley, Elswick, Gorman, & Clor, 2001, p. 251).
The third theoretical approach guiding the development of this theory was
Rokeacb’s (1973) explanation of how a person’s values and value system motivate
behavior:
Nurses adhere to a value system based on providing optimal patient care. When
nurses perceive that the organization’s expectations are, for example, that nurses
do as they are told without voicing questions and perform their work with
inadequate resources without lodging complaints, internal conflict can result.
(Corley et ah, 2001, p. 251)
Research Questions
Given the harmful affects of moral distress, the shortage of nurses, and high rates
of turnover among North Dakota registered nurses, this research study will focus on the
following questions:
1. What percentage of North Dakota registered nurses have left a position due to
moral distress?
2. What is the level of moral distress experienced by registered nurses in patient care
settings in North Dakota?
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3. How do nurses with higher levels of moral distress differ demographically
from nurses who experience lower levels?
Definitions
When the two terms, moral and distress, are combined and applied to nursing, the
term relates to distress that a nurse experiences surrounding a moral issue. Jameton first
defined moral distress in the nursing context in 1984 as “painful feelings and/or the
psychological disequilibrium that occurs when nurses are conscious of the morally
appropriate action a situation requires, but cannot carry out that action because of
institutional obstacles: lack of time, lack of supervisory support, exercise of medical
power, institutional policy, or legal limits” (Jameton, 1984, p. 6). Jameton’s initial
definition of moral distress has been revised very little over the past two decades.
Wilkinson (1987-1988) added the phrase “psychological disequilibrium and negative
feeling state” (p. 16). Jameton revised his own description of moral distress in 1993,
distinguishing between two forms of distress: initial and reactive distress. “Initial distress
involves the feelings of frustration, anger, and anxiety people experience when faced with
institutional obstacles and conflict with others about values. Reactive distress is the
distress people feel when they do not act upon their initial distress” (1993, p. 544).
f

A proposed new nursing diagnosis for the North American Nursing Diagnosis
Association Internationa] defined moral distress as the “inability to carry out one’s
chosen ethical/moral decision/action” (Kopala & Burkhart, 2005, p. 11). AACN used the
following definition in describing moral distress for their public policy position
statement: “Moral distress occurs when (a) you know the ethically appropriate action to
take, but are unable to act upon it, and (b) you act in a manner contrary to your personal
5

and professional values, which undermines your integrity and authenticity” (AACN,
2004. p. 1).
To further describe the concept, it may be useful to compare moral distress to
other related phrases, those of moral conflict and moral dilemma. According to Jameton
(1993), nurses experience moral conflict when they are unsure what moral principles or
values apply to a situation, moral dilemma when two or more moral principles apply but
they support mutually inconsistent courses of action, or moral distress when they know
the right thing to do but constraints make it impossible to pursue the right course of
action. In addition, the Moral Distress Theory proposes that several moral concepts relate
to the moral competence of a nurse, and precede moral behavior. The relationships
between these concepts are represented in the model (see Appendix A) and are defined
here.
Moral sense making is the structuring of moral meaning. Moral judgment
involves knowledge and evaluation of various ethical considerations that apply, in
order to determine what ought to be done in a specific situation Moral
competency is the ability to make moral sense of situations, use good moral
judgment, and engage in morally appropriate behavior. Moral integrity refers to
adherence to moral values. Moral commitment is engagement with a moral issue
in patient care, loyalty to the values involved, and a willingness to take risks.
Moral certainty is a feeling of absolute moral conviction that leads nurses to risk
self, personally and professionally, to act on the ‘rightness’ of that conviction.
Moral conflict is a situation involving a clash of moral values concerning what is
the morally right action to take. Moral autonomy is the freedom, right, and
6

responsibility to make choices. Moral sensitivity is the ability to recognize a
moral conflict, show a contextual and intuitive understanding of the patient’s
vulnerable situation, and have insight into the ethical consequences of decision on
behalf of the person. (Liitzen, Johansson, & Nordstrom, 2000. p. 521)
Assumptions
This study was based on the Moral Distress Theory (Corley, 2002), which
proposes relationships between moral concepts within the nurse, the workplace
environment, and moral distress. The following assumptions were made.
1. Nurses are moral agents in a moral profession.
2. When nurses encounter distressing situations and make a decision as to their
responsibility to advocate for the patient, one of two experiences occurs:
(a) successful advocacy, as a result of moral intent to act, which requires moral
courage and leads to moral comfort, or (b) unsuccessful or unattempted advocacy,
which may lead to moral distress, moral suffering, and moral residue, with potential
to affect the nurse, the organization, and the patient.
3. Moral distress may lead to burnout, resignation, and leaving nursing.
4. The organization may experience high nurse turnover rates, decreased quality of care
and low patient satisfaction.
5. The patient may be affected by moral distress in nursing as a result of lack of
advocacy and by the nurse avoiding the patient, resulting in increased patient
discomfort or suffering.
Limitations
This study was of a descriptive correlational design. Data were collected from a
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survey sent to a systematic sample of the RNs holding a license to practice in the state of
North Dakota. The following limitations were identified.
1. The descriptive correlational design of the study does not allow causative
relationships to be made.
2. ND nurses are largely a homogenous group. According to the North Dakota Health
Professions Nursing Supply Fact Sheet (Center for Rural Health, 2006), 94% are
females, largely Caucasian. Moral distress may be experienced differently in different
cultural groups not reflected here, and in this small sample.
3. Some nurses may have left the field of nursing due to moral distress and no longer be
licensed. Those will not be included in the list from which the sample is selected.
4. Some nurses licensed in the state of ND may be employed in another state. Therefore,
their surveys may not reflect ND experiences.
5. The study will not reveal the effect of moral distress on the nurse, other than their
decision to make changes to their employment, nor will it reveal how the nurse-patient
relationship was affected by the experience of moral distress.
Summary

This study revealed the percentage of ND RNs who have changed a
position of employment as the result of moral distress, and reflected the degree to which
moral distress is a factor in the work experience of nurses currently employed in patient
care settings. Relationships of moral distress to several demographic, educational and
workplace factors were explored. Moral distress affects turnover. Organizations
experience high turnover, which increases costs in the form of loss of expertise and in
recruitment and orientation of new staff. Moral distress has the potential to affect patient
8

care in the form of the quality of care provided by the nurses who stay at the bedside, as
well as by nurses leaving. The findings from this research may be of value to individual
nurses, nurse and hospital administration, providers of nursing education, and the ND
Board of Nursing.
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CHAPTER II
REVIEW OF LITERATURE
The purpose of this study was to determine to what degree moral distress had
been a factor in changing a position of employment, for registered nurses (RNs) licensed
to practice in the state of North Dakota (ND). Another purpose was to measure the
intensity and frequency of moral distress among the nurses employed in patient care areas
and explore any possible correlates between moral distress and demographic or
workplace variables. The information gathered will be shared, with the intention of
creating awareness which may be of value to individual nurses, the North Dakota Board
of Nursing, healthcare administration, and nursing education.
The experience of moral distress has been described in qualitative research by
several investigators. Wilkinson's qualitative research on moral distress (1987-1988)
used phenomenological analysis of data from interviews with staff nurses in a
metropolitan hospital. Nurses reported that their distress at being unable to successfully
advocate for their patients (moral distress) was characterized by frustration, anger, and
guilt. The moral distress often led them to avoid patients, and even to leave nursing. The
most frequently reported examples of experiences were those related to prolonging life,
performing unnecessary tests and treatments, and lying to patients. The subjects reported
feeling anger for those controlling the situation (usually physicians, administrators, or
laws), guilt for their part in the situation, frustration at their inability to change the
10

situation, and sadness and pity for the patient. Wilkinson (1987-1988) stated that this
fairly early research “has implications for nursing service in terms of the amount of
support nursing administrators give to nurses in moral situations, and in terms of the type
of nurse they wish to retain at the bedside. The study suggested the need for nurse
educators to become informed about nursing ethics and begin including the subject matter
in their curriculums” (p. 518). Later. Wilkinson (1989) conducted qualitative research
using the experiences reported by one labor and delivery nurse. The nurse reported
frequent experiences of moral distress related to participation in allowing certain
neonates to expire untreated, following physician orders. The nurse reported decreased
sensitivity to and loss of interaction with patients as a result of her distress.
hi a Canadian phenomenological study, the experiences of moral distress related
by healthcare providers working in mental healthcare settings were reported. Six to nine
participants were recruited from each of the following disciplines: physicians, nurses,
psychologists, social workers, and non-professional care providers. Through
conversations with the researchers, nurses in the study described care situations that
aroused feelings of moral distress. They reported having experienced frustration, anger,
and sadness at being unable to respond to the needs of their patients. They felt “seriously
constrained from practicing in a fitting way because of a lack of external resources,
which led to personal and professional distress” (Austin, Bergum, & Goldberg, 2003, p.
179).
Raines (2000) interchanged the terms ethics stress and moral distress, asserting
that moral anguish, moral compromise, and ethics stress have been used by other
researchers to refer to the emotional and psychological consequences of what Jameton
11

(1984) defined as moral distress (Raines, p. 30). In this study, the sample included 229
oncology nurses from across the nation, all belonging to the Oncology Nursing Society.
Five instruments and a descriptive correlational design were used to examine the
relationships among style of moral reasoning, coping style, and ethics stress. The Moral
Reasoning Questionnaire consists of three characteristics: moral principles, mediating
factors, and modes of reasoning. Respondents were identified as relying on their own
values or seeking the opinion of others in working through or resolving an ethical
dilemma. The Ways of Coping Inventory is “operationally defined as preferred sets of
behaviors directed at modifying the stressor, redefining the situation, or reducing the
stress experienced in a situation” (p. 33). The Ethics Stress Scale is an instrument
designed by Raines which measures “an individual's perception of the stress experienced
while dealing with ethical dilemmas or issues” (p. 34). The Ethics Issues Survey was
used to gather data regarding the “type and frequency of ethical dilemmas/issues
experienced by each subject during the past year” (p. 35). Eighty percent of the
respondents rated their ethics stress level as a six or above on a scale of 0 to 10. Pain
management was the most frequently cited ethical dilemma.
Corley (1995) used an instrument development design to develop and pilot the
items ultimately used in the Moral Distress Scale (MDS). The preliminary tool was
refined through the item analysis of the surveys used with 111 critical care nurses from 2
hospitals, all members of one chapter of the American Association of Critical Care
Nurses. The results included that 12% of the nurses had left a nursing position primarily
because of moral distress. Aggressive care was the source of greatest distress, including
participating in life-saving actions that prolonged patients’ deaths and following family’s
12

wishes or physician’s orders to continue futile life support. Lack of honesty was another
significant factor in moral distress, where the nurse suspected the patient had not been
adequately informed before consenting. The frequency with which distressing situations
occurred was independent of the intensity of the distress experienced. Age. education and
experience of the nurses had no significant correlation to moral distress in this study.
Corley concluded that critical care nurses working with administrators may lead to policy
changes. Institutional constraints that lead to moral distress could be documented and
policy changes recommended that could reduce these constraints. She also recommended
developing nursing ethics committees for open discussion of the situations causing moral
distress, ethics resource personnel be made available, and to promote nurse participation
in organizations’ ethics committees in order “to improve interdisciplinary communication
and collaboration and reduce moral distress arising from physician-nurse conflict”
(Corley, 1995, p. 284).
Another group of researchers, of which Corley was a part, attempted to describe
the relationships between moral distress and a nurse’s background, work experience, and
history of employment resignation. Corley et al. (2001) conducted interviews with a
convenience sample of 214 hospital nurses from three sites in the United States. In
background for this study, the researchers conducted an analysis of 37 previous studies
on nurse turnover, which revealed that none examined moral distress as a factor, and in
only two were ethical issues included in job satisfaction measurement. This study
reported that nurses experienced moderately high levels of moral distress, with the items
responsible for the highest level of moral distress being working where the number of
staff is so low that care is inadequate, and carrying out physicians’ orders for unnecessary
13

tests and treatments for terminally ill patients. Fifteen percent of the sample had left a
previous position due to moral distress. None of the demographic variables (age,
education, gender), or work experience variables (work setting, years as a nurse, years in
current position) were related to the level of moral distress (p. 253).
Corley coauthored a more recent study using the revised MDS (Corley, Minick,
Elswick, & Jacobs, 2005). A sample of 106 nurses working in medical and surgical units
of two large medical centers reported experiencing moderate levels of moral distress, but
low levels of moral distress frequency. This illustrates that most of the items causing
moral distress do not occur often. The ethical nature of the work environment was
measured using the Ethical Environment Questionnaire (EEQ), and indicated that the
nurses lacked power. The single item with the highest frequency score also had the
highest intensity score; the item was “work with levels of staff that I consider unsafe”.
Competency of personnel, physicians, registered nurses and non-licensed personnel all
received high scores for moral distress. Although this study used a revised version of the
MDS, so is not able to be completely compared to the similar study from 2001 described
above, the mean scores for moral distress were higher, and a higher percentage of the
sample (25%) reported having left a previous position because of moral distress. The
EEQ scores revealed that nurses had very low involvement in deliberations addressing
ethical concerns. The authors suggested that nurses may have inadequate knowledge of or
access to ethics committees. They also suggested that since nurses’ ethical concerns are
related to the daily problems that arise, not the dramatic ones that tend to receive
publicity, health care organizations should broaden their ethics committee availability to
discuss the impact of inadequate staffing or incompetent health care workers.
14

Gutierrez (2005) used a qualitative, descriptive methodology in a study of 12
critical care nurses working in a surgical intensive care unit of a large Midwestern US
teaching hospital. Purposive sampling was used. Participants were RNs with a minimum
of one year of critical care experience, employment of at least half time in an 1CU, and
previous experience with moral distress as defined in a letter of interest. The purpose of
this study was to examine types of moral conflicts causing distress, nurses’
interpretations of those issues and the resultant effects, constraints and supports for
implementing moral action, and effects of moral distress on provision of care. Analysis of
the responses from the interviews revealed that the most commonly experienced moral
conflicts were overly aggressive treatment, inappropriate use of healthcare resources,
physicians giving incomplete or inaccurate information to patients and/or family
members, and having the patient’s wishes disregarded by physicians.
Constraints for moral action included human barriers, communication barriers,
emotional barriers, and cultural barriers. The sole support named by most of the sample
(67%) was other staff nurses (Gutierrez, 2005). This support was described as support in
coping with the intense negative feelings experienced, not support for implementing
moral action. One-third of the sample felt that there was no support for them to
implement their moral judgment or in coping with the negative feelings that resulted from
the unresolved moral conflicts.
The results of moral distress described by this small group (Gutierrez, 2005)
included emotional, physical, social, and professional effects. Emotional and professional
effects were reported most frequently. Over half of the subjects reported anger, sadness,
emotional and physical withdrawal from others, and a reluctance to return to work and
15

care for specific patients. A very small number (1-3 of the 12) reported that the
experience of moral distress had some positive effects as a result of the introspection and
reflection, including an increased desire to advocate for patients and an interest in ethics.
The effect on patient care reported most often was the nurses’ request not to care for the
patient, and decreased interaction with family members. Forms of withdrawing from the
patient were also described, in decreasing frequency of physical cares, emotional
withdrawal from the patient, and providing less personalized care. Only one of the 12
subjects reported no effect of moral distress on their patient care. Gutierrez suggests
workplace education to include ethical case reviews and problem solving options, pairing
new staff nurses with mentors, and ready access to assistance from chaplains,
psychologists, or other disciplines to aid nurses in managing both the moral concerns and
the experiences of moral distress.
Citing literature that has previously linked burnout to the national shortage of
critical care nurses, Sundin-Huard and Fahy (1999) theorized the relationship of moral
distress to burnout. They conducted interviews with a purposive sample of 10 critical care
nurses in Australia. Interpretive interactionism was the methodological framework used,
with the aim of “linking the private troubles of individuals to broader social structures”
(p. 9). Analysis of the reported experiences led the researchers to describe three possible
paths taken when critical care nurses are faced with ethical dilemmas they believe to be
the result of inappropriate medical treatment of vulnerable patients. The nurse may
anticipate the negative effects of their action and choose not to risk retribution, thus doing
nothing to advocate for the patient. This approach does not eliminate the nurses’ feelings
of moral distress. The second alternative described is to use covert communication
16

strategies, consistent with the “doctor-nurse game” (p. 12). The third approach the nurse
may take is to engage in direct advocacy by confronting the doctor. In the stories told by
the participants, their unsuccessful attempts at advocacy increased their moral distress,
and sometimes resulted in the nurse being “scapegoated” (p. 12), being voluntarily or
involuntarily removed from their place of employment. In some cases, when nurses
repeatedly failed at what they viewed as successful advocacy for vulnerable patients,
burnout occurred, worsening the nursing shortage.
More recently and in the United States. Meltzer and Huckabay (2004) also studied
burnout in relation to moral distress. The researchers used the MDS and Maslach’s
Burnout Inventory to study the relationship between frequency of moral distress
situations involving futile care and emotional exhaustion, leading to burnout. A
descriptive survey design was used with 60 critical care nurses with a minimum of one
year of experience, working full time in one of two large hospitals. They found that when
critical care nurses participate in situations they consider futile or non-beneficial to their
patients, there is a significant relationship to the experience of emotional exhaustion, a
main component of burnout. A sub analysis of the data revealed that in their sample,
younger nurses, age 18-30 years old, scored significantly higher for depersonalization (a
significant factor in burnout) than those age 46-60. The authors found a significant
relationship between educational level and moral distress, indicating that nurses with a
bachelor’s degree or higher experienced more painful feelings when confronted with
medical futility than nurses with an associate degree. Nurses who rotated between critical
care units had significantly higher feelings of depersonalization than those who always
worked in the same unit. Nurses reported receiving higher levels of support when they
17

worked in a unit longer and had meaningful relationships among the nurses. An indirect
relationship was found to exist between religion and emotional exhaustion. Nurses who
viewed religion as important in their lives experienced fewer feelings of emotional
exhaustion when confronted with ethical dilemmas than did nurses for whom religion
was not so important. The authors suggested that their results can be used in support of
support services for nurses within units and organizations, to identify and control the
sources of stress and help nurses change the perception of stressors.
Smith (1996) studied nurses’ ethical decision making process. A purposeful
sample of 19 staff nurses from a variety of units within one hospital was used. The
analysis of taped interviews describing the nurses’ experiences with ethical decision
making suggested three implications for continuing education:
First, some nurses do not recognize the fact that they engage in ethical decision
making. Second, some nurses recognize the ethical nature of their work, but are
unable to distinguish which ethical decisions are theirs to make. Finally, not all
nurses recognize their own authority to make ethical decisions, (p. 43)
Smith’s conclusions included the observations that nurses perceive lack of power to
affect the larger clinical ethical decision. She also concluded that education for nurses
needs to include not only the basics of ethical decision making, but how to integrate their
decisions into the clinical decisions made daily.
In a study that focused on the experience of new nurses. Kelly (1998) conducted a
phenomenological qualitative study. She interviewed 23 nurses, from one to two years
post graduation. She noted that the nurses were acutely aware of the difference between
what they were taught and experiences in the “real world” (p. 1138). The nurses reported
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experiencing self-criticism, self-blame, and questioned what kind of nurse they were
becoming. Strategies used by the members of the sample to attempt to cope with the
moral distress they experienced included “leaving their unit in search of better conditions,
decreasing the stress by working fewer hours, dropping out of nursing, blaming nursing
administration, blaming the hospital system, excusing one’s actions, and avoiding patient
interaction” (p. 1139). In their first years of practice, all of the nurses in the sample came
to believe that ethical compromise was unavoidable in hospital nursing. The results of
this study support both strategies for education and strengthened social support in the
workplace.
The experience of moral distress in the military nurse population was studied by
Fry, Harvey, Hurley, and Foley (2002). They analyzed data obtained from military nurses
who had participated in care of patients during overseas deployments, through semistructured interviews. Qualitative analysis of 13 interviews identified 10 moral distress
stories, which were then used to develop a moral distress model for military nursing. This
is the only sample reviewed here which included a significant percentage of male
participants. In addition to the same type of experiences addressed by non-military
nurses, those in the sample described distress associated with being ordered not to
provide assistance to civilians, difficulty in being able to treat dead patients with dignity,
and barriers to advocating as the nurse chose to for patients because of the influence of
superior officers. Instead of changing positions of employment within a facility or
changing facilities, military careers were potentially at stake by continuing to advocate
strongly for a patient, or as a result of suffering reactive moral distress. Moral distress
was described by the participants as causing the same psychological and physiological
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symptoms as in the non-military and predominantly female nurses already included in
this review.
Oberle and Hughes (2001) compared doctors’ and nurses’ perceptions of ethical
problems in their qualitative study of seven doctors and 14 nurses working in adult acute
care at one U.S. hospital. Thematic analysis was performed on the taped interviews. Their
contention that nurses and doctors think differently about ethical issues is based in the
debate about whether bioethics, the basis of medical ethics, is an appropriate framework
for nursing ethics. Bioethics involves the application of four basic principles: autonomy,
beneficence, nonmaleficence, and justice. The authors cited Fry (1989) in contrasting
nursing to medical ethics: “[Value] foundations of nursing ethics are derived from the
nature of the nurse-patient relationship instead of from models of patient good, rightsbased notions of autonomy, or the social contract of professional practice as articulated in
prominent theories of medical ethics” (Oberle & Hughes, p. 9). The most frequently
identified ethical problem in both groups of professionals was end-of-life decision
making. Differences between doctors’ and nurses’ ethical concerns were primarily related
to their perceived mandates as caregivers. Doctors bore the burden of having to make the
decisions, nurses’ burden entailed living with the decisions made by someone else. The
study revealed that doctors experience more ethical dilemmas, while nurses experienced
moral distress if, by following the prescribed course of action, they contributed to the
patient’s misery, hi essence, they found that “doctors questioned themselves, and nurses
questioned doctors” (p. 709). The researchers concluded that distress experienced by both
groups could be reduced by cross-disciplinary discussion and mutual recognition of the
burden carried by the other.
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Nurse practitoners’ (NPs) moral distress was studied recently by Laabs (2005).
Her descriptive study was designed to examine the types and level of distress experienced
by nurse practitioners in primary care practice. Acute care NPs were excluded from the
sample. She found that among the 71 participants, 10% reported experiencing no moral
distress at all, and only 8% were highly distressed. The issue for which the greatest
number of participants reported being highly distressed (35%) was situations related to
clinical decisions by others. Laabs questioned why even though a high percentage of
nurse practitioners reported encountering ethical conflict, so few were distressed. Since
by definition, for moral distress to occur (Jameton, 1993), nurses must recognize a moral
issue, believe themselves to be morally responsible for their actions in the situation, and
perceive themselves to be externally constrained from talcing the action decided upon, the
following comments by NPs reported in the study are revealing: “I believe in a patient’s
right to choose—as long as the patient is provided with all choices and probably
subsequent outcomes. Therefore this is not distressing to me.” “1 document patient
refusal.” “Policies/procedures and forms for this are in place and readily available.” The
NPs who reported encountering ethical issues and distress expressed frustration and
powerlessness. As a result, some changed jobs and even contemplated leaving advanced
practice (Laabs, 2005).
Nurse practitioners’ moral distress was also the focus of the work of Godfrey and
Smith (2002). They conducted conversations with a group of NPs in outpatient practice,
five experienced, two with less than one year of experience. The novice NPs responded to
questions by email, while the experienced NPs gathered together to answer the questions,
and for discussion. Moral concerns identified by this group fell into five categories:
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access to care, tension between standards and quality, NPs’ increased risk and
responsibility, wrestling with the greater good, and working within the system. Some of
the reports of dilemmas differed between the experienced and novice groups. All reported
having experienced some distress by Jameton’s definition (1993), but not high levels. No
measurement tool was used in this qualitative study. In comparing their experiences with
those of when they were staff nurses, they reported the stress of having to make care
decisions, and that of acting on behalf of the patient affecting productivity, and perhaps
jeopardizing their jobs. In concluding that NPs do experience some moral distress but are
able to cope, the Godfrey and Smith (2002) suggested that NPs' adaptive skills could
make them potential advisors to others experiencing moral distress.
The experience of moral distress in the 17 studies summarized here has been
reported among hospital staff nurses (Corley, Minick, Elswick, & Jacobs, 2005; Kelly,
1998; Wilkinson, 1987-1988), critical care nurses (Corley, 1995; Corley et ah, 2001;
Gutierrez, 2005; Meltzer & Huckabay, 2004; Sundin-Huard and Fahy, 1999), in one
maternal/child nurse (Wilkinson, 1989), military nurses (Fry, Harvey, Hurley, & Foley,
2002), oncology nurses (Raines, 2000), mental health nurses (Austin, Bergum, &
Goldberg, 2003), NPs (Godfrey & Smith, 2002; Laabs, 2005) and physicians (Oberle &
Hughes, 2001).
Summary
The majority of the studies of moral distress in nursing have been qualitative,
documenting the experience as described by the subjects. When noted, the physical and
psychological symptoms reported as a result of moral distress have been very similar, as
have the situations in hospital nurses that have brought about moral distress. Many
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strategies have been proposed to reduce the occurrence or the effect of moral distress, but
little is known of the effectiveness of any of the strategies. The studies have been
primarily conducted in known groups of nurses, almost exclusively in acute care, most
often in critical care or other specialty units. The great majority of subjects have been
female nurses, with varying levels of experience. Correlation of moral distress to age and
educational levels has been inconsistent. Little is known about the frequency, intensity, or
effect of moral distress among the RNs in ND. particularly as it relates to nurses changing
positions of employment. There is no data available to reflect the provision of continuing
ethics education to assist nurses in recognition and management of the moral dilemmas
they face in the workplace. This study determined to what degree moral distress had been
a factor in changing a position of employment among RNs licensed to practice in ND,
measured the intensity and frequency of moral distress among RNs employed in patient
care settings, and explored possible correlates between moral distress and demographic
variables.
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CHAPTER El

METHODOLOGY
The purpose of this study was to measure moral distress among registered nurses
in North Dakota, and the relationship between moral distress and nurses’ choice to leave
a position of employment. Relationships between moral distress, demographic, and
workplace variables were also explored. The results will be shared with the intention of
creating awareness that may be of value to individual nurses, the North Dakota Board of
Nursing, healthcare administration, and nursing education.
Population and Sample
The actual sample (N = 207) included nurses not currently in practice, those in
non patient care positions such as academia, and those in advanced practice roles. This
sample was sought so as to reflect nurses who had left patient care positions, potentially
as a result of moral distress. The Moral Distress Scale (MDS) seeks to measure nurse
moral distress by the self reporting of responses to potentially distressing situations, and
the frequency of occurrence of those events. The MDS in its current form, however,
includes only situations that could be experienced by nurses caring for patients in their
workplace. Further data analysis was done on a subset of that sample (n = 165), to
include only nurses currently practicing in patient care settings including clinics,
home/community health, hospitals, or long term care facilities. Thus, the correlations
represented between the potentially distressing events, levels of distress, and the
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demographic and workplace factors, represent the experiences of nurses licensed in North
Dakota, currently practicing in patient care settings.
Study Design
This quantitative study was of a descriptive correlational design. Moral distress
frequency and intensity were self reported, using a version of the Moral Distress Scale.
Relationships between moral distress, demographic, and work experience variables were
also explored.
Data Collection Methods
The list of registered nurses currently licensed to practice in the state of North
Dakota was obtained from the Board of Nursing (NDBON). A systematic sample was
selected from those 8,660 names, using every 10th name beginning with a randomly
chosen number. Those 866 potential respondents were mailed the survey documents, with
instructions for completing the surveys and to avoid any potential identifiers on the
returned documents. The letter of introduction explained that participation was voluntary,
that individual responses would be kept confidential, and that only group data would be
reported, (see Appendix C). Consent to participate was implied by completion and return
of the surveys. Of the 866 surveys mailed, 207 surveys were returned to the university by
postage paid business reply mail within the specified time frame of three weeks. That
time frame was longer than originally chosen, to allow for potential mail service delays
occurring during an included holiday.
Instrument Reliability and Validity
Corley developed the original 32-item Moral Distress Scale (MDS) to measured
two aspects of moral distress: frequency and intensity (Corley et ah, 2001). The revised
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too] included 38 items (Corley, Minick. Elswick, & Jacobs, 2005). Items were added to
reflect topics revealed to be of concern to nurses on previous surveys of ethical concerns
(Redman & Fry, 2000). The revised scale includes items about pain management,
managed care, and incompetent health care personnel. The Likert-type scale was also
changed to include a zero option for both the moral distress frequency and intensity
scales. The content validity index was determined to be 100%. Cronbach’s alpha for the
revised MDS intensity scale was 0.98 (mean-3.71; SD-1.57; range 0-6) and 0.90 for the
MDS frequency scale (mean-1.54; SD-0.68) (Corley, Minick, Elswick, & Jacobs, 2005,
p. 385). The survey document distributed for purposes of this study included 36
potentially distressing situations. Two items were inadvertently eliminated from the
survey, when duplicated for distribution. There exists some degree of redundancy in the
MDS. The two potentially distressing situations eliminated and the similar items
included, are as follows. Eliminated: “Assist physicians who are practicing procedures on
a patient after CPR has been unsuccessful.’' Similar included situation: “Let medical
students perform painful procedures on patients solely to increase their skill.” Eliminated:
“Follow the physician’s request not to discuss death with a dying patient who asks about
dying.” Similar included situations: “Follow the family’s request not to discuss death
with a dying patient who asks about dying; Follow the physician’s request not to discuss
Code status with patient”; Follow the physician’s request not to discuss Code status with
patient”; and “Follow the physician’s request not to discuss Code status with the family
when the patient becomes incompetent.” In the opinion of this student, the eliminated
situations do not minimize the importance of the data.
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Data Analysis
Descriptive and inferential statistics were used to describe and synthesize the data
collected in this study, using the Statistical Package for the Social Sciences (SPSS).
Correlational coefficients describe the direction and magnitude of the relationship
between the dependent variables, moral distress frequency and moral distress intensity,
and various independent variables (Polit & Beck, 2004).
Protection of Human Subjects
Approval for this study was been obtained from the Institutional Review Board
for the University of North Dakota. Participation in the study was on a voluntary basis.
Participants were informed that return of the completed questionnaire implied consent to
participate, and that they could decline without repercussion. Participants were also
informed that all information is confidential and that only group findings would be
reported.
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CHAPTER IV

RESULTS
This study was designed to explore the relationship between moral distress in
North Dakota (ND) registered nurses (RNs), and nurses’ choice to leave a position of
employment as a result of those feelings. Relationships between moral distress,
demographic, and workplace variables were also explored. The data were collected in
February 2007. A description of the study sample and analysis of the data by research
questions follow.
Sample Characteristics
A systematic sample of RNs licensed in ND was surveyed by mail. A total of 207
of 866 surveys were returned within the specified time frame, for a 23.9% response rate.
The demographic survey included personal, educational, and workplace characteristics
(See Appendix C). The respondents were predominantly female (95.6%, n = 195) and
White (99%, n = 202). The ages of respondents fell within the included ranges of from 21
to over 60 years, with 53.4% (n = 109) of the nurses being between the ranges of 41 and
60. Table 1 presents the demographic variables of gender, ethnicity, and age.
A baccalaureate degree in nursing was the highest degree held for most of the
respondents (56.2%, n = 114), and Master’s or Doctoral degrees were held by 11.8% (n =
24). Of the respondents, 10.3% had practiced as RNs for 2 years or less, and 49.5% for
over 20 years. Table 2 shows the demographic variables related to education, namely
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basic and highest levels of RN education, and the number of years since respondents
completed the most recent education program.
Table 1. Demographic Variables: Gender, Ethnicity, and Age.

Variable

Valid
Percentage Percentage

Frequency

Cumulative
Percentage

Gender
Female
Male
Total
Not
Reported
Total

95.6
4.4
100.0

95.6
100.0

1.0

1.0

1.0

97.6

99.0
100.0

100.0

22.1
12.7
25.5
27.9
11.7
100.0

22.1
34.8
60.3
88.2
100.0

195
9
204
3

94.2
4.3
98.6

207

100.0

2
202
204
3

Ethnicity
Hispanic/Latino
White
Total
Not
Reported
Total
Age
Years

Not
Reported
Total

21 to 30
31 to 40
41 to 50
51 to 60
61 or older
Total

207

100.0

45
26
52
57
24
204
3

21.7
12.6
23.1
27.5
11.6

207

100.0
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Table 2. Demographic Variables: Education.

Variable

Frequency

Basic RN Education
ADN
38
125
BSN
41
Diploma
204
Total
3
Not
Reported
207
Total
Highest Level of RN Education
ADN
29
114
BSN
Diploma
36
22
Master’s
2
Doctorate
203
Total
4
Not
Reported
207
Total
Years Since Latest RN Education
0 to 2 yrs
33
21
3 to 5 yrs
6 to 10 yrs
28
23
11 to 15 yrs
16 to 20 yrs
23
More than 20
75
yrs
203
Total
Not
A
H
Reported
207
Total

Valid
Percentage Percentage

18.4
60.4
39.8

Cumulative
Percentage

18.6
61.3
20.1
100.0

18.6
79.9
100.0

14.3
56.2
17.7
10.8

14.3
70.4
88.2
99.0
100.0

100.0
14.0
55.1
17.4
10.6
1 .0

1 .0

98.1

100.0

100.0
15.9
10.1
13.5
11.1
11.1
36.2

16.3
10.3
13.8
11.3
11.3
36.9

16.3
26.6
40.4
51.7
63.1
100.0

100.0
1.9
100.0

The length of RN experience varied widely among respondents. The smallest
percentage, 10.3%, had practiced as RNs for 2 years or less, 49.5% for over 20 years.
Patient care settings of hospital, long term care facility, clinic, or home/community
health, were reported by 80.9% of the respondents, to be the nurses’ primary practice site.
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Over half (53.4%, n = 109) of the respondents were employed within hospitals. Table 3
displays the demographic variables of years of practice, and primary practice setting.
Table 3. Demographic Variables: Years of RN Practice and Primary Practice Setting

Variable

Frequency

Percentage

21
15
25
22
20
101
204

10.1
7.2
12.1
10.6
9.7
48.8

Years of RN Practice
0 to 2 yrs
3 to 5 yrs
6 to 10 yrs
11 to 15 yrs
16 to 20 yrs
More than 20 yrs
Total
Not
Reported
Total
Primary Practice Setting
Hospital
Long-term Care
Clinic
Home Health/
Public Health
Academia
Advanced
Practice Clinic
Other
Total
Not
Reported
Total

Valid
Percentage

Cumulative
Percentage

10.3
7.4
12.3
10.8
9.8
49.5
100.0

10.3
17.6
29.9
40.7
50.5
100.0

3
207

100.0

109
24
19

52.7
11.6
9.2

53.4
11.8
9.3

53.4
65.2
74.5

13
5

6.3
2.4

6.4
2.5

80.9
83.3

9
25
204

4.3
12.1

4.4
12.3
100.0

87.7
100.0

3
207

1.4
100.0

The size of the community in which the respondents practiced was queried.
Approximately one-third of those responding to this question (36.4%, n = 176) reported
practicing in communities with a population of less than 20.000. The size of community
of practice is displayed in Table 4.
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Table 4. Demographic Variable: Size of Community of Practice.

Community
Population

Frequency

101 to 1,000
1,001 to 6,000
6,001 to 10,000
10,001 to 20,000
More than 20,000
Total
Not Reported
Total

8
30
8
18
112
176
31
207

Valid
Percentage Percentage
3.9
14.5
3.9
8.7
54.1
85
15
100.0

4.5
17.0
4.5
10.2
63.6
100.0

Cumulative
Percentage
4.5
21.6
26.1
36.4
100.0

The majority (76.7%, n = 155) of the nurses reported working part time hours,
less than 33 hr/week. Although available as an option on the demographic survey, none
reported working over 40hrs/week. Table 5 displays hours per week worked in nursing.
Research Question One
The first research question asked “What percentage of North Dakota registered
nurses have left a position due to moral distress?” To answer this question, respondents
were asked the following question on the demographic survey:
Sometimes nurses encounter distress as a result of the inability to advocate for the
patient as we wish (as a result of some externa] force i.e. physician or
administrative pressure, lack of time, lack of support, laws, etc.). As a result of
feeling that type of distress, have you in the past (indicate all that apply):
(a) reduced work hours, (b) changed positions of employment, (c) left the field of
nursing?
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Table 5. Demographic Variable: HoursAVeek Worked in Nursing.

Percent
Hours/W eek
None
Less than 13
13 to 24
25 to 32
33 to 40
Total
Not Reported
Total

Frequency
4
10
54
91
43
202
5
207

1.9
4.8
26.1
44.0
20.8
97.6
2.4
100.0

Valid
Percentage
2.0
5.0
26.7
45.0
21.3
100.0

Cumulative
Percentage
2.0
6.9
33.7
78.7
100.0

Table 6 represents the choice of “changed positions of employment” from this question.
As shown, 26.6% of the respondents (n = 55) reported having left a position of
employment as a result of their feelings of moral distress. Results from the other choices,
“reduced work hours”, and “left the field of nursing”, are discussed in this chapter under
the additional findings section.
Table 6. Demographic Variable: Changed Position of Employment as a Result of Moral
Distress.

Yes
No/No Response
Total

Frequency
55

Percentage
26.6

152
207

73.4
100.0

Valid
Percentage
100.0

Research Question Two
The second research question was “What is the level of moral distress
experienced by registered nurses in patient care settings in North Dakota?” The data
related to this question was calculated on a subset of the sample (n = 165), which
included only respondents who indicated their primary employment setting as patient
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care practice settings of hospital, long term care, clinic, or home/community health. This
excluded nurses licensed but not practicing in nursing, nurses in advanced practice roles,
those in academia, and those reporting their employment setting as “other”. A version of
the revised Moral Distress Scale (MDS) was used as the tool to gather this information
from the respondents. The revised MDS as distributed is included in Appendix B. The
mean moral distress intensity and frequency scores were calculated and are displayed in
Table 7.
Table 7. Mean Moral Distress Intensity and Frequency Scores Among Nurses Employed
in Patient Care Settings.

N
Mean Intensity
Mean Frequency

Minimum Maximum Mean
163
162

.000
.000

5.440
3.060

1.77104
.95383

Standard
Deviation
1.536153
.723182

The mean MDS intensity score was 1.77 (SD = 1.536). That score represents an
overall mean corresponding to a low level of moral distress among the RNs in patient
care settings. As in the research by the author of the MDS (Corley et al., 2005), scores
described as low are those from 0-1.9, moderate from 2.0-3.9, and high from 4.0-6.0.
Frequency distributions for the mean moral distress intensity and mean moral
distress frequency scores were performed. Table 8 shows the frequency distribution of
mean moral distress intensity scores and Table 9, those of moral distress frequency.
Of the RNs employed in patient care areas. (n=165), 37.4% experienced moderate
or high levels of moral distress (2.000 - 5.999).
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Table 8. Frequency Distribution: Individual Mean Moral Distress Intensity Scores
Frequency.

Frequency
0.000 to 0.999
1.000 to 1.999
2.000 to 2.999
3.000 to 3.999
4.000 to 4.999
5.000 to 5.999
Total
Missing
Total

68
34
24
18
14
5
163
2
165

Percentage
41.2
20.6
14.5
10.9
8.5
3.0
98.8
1.2
100.0

Valid
Percentage

Cumulative
Percentage

41.7
20.9
14.7
11.0
8.6
3.1
100.0

41.7
62.6
77.3
88.3
96.9
100.0

Moderate or high mean frequency scores for moral distress were present in only
8.5% (n = 14) of the respondents, as shown in Table 9.
Table 9. Frequency Distribution: Individual Mean Moral Distress Frequency Scores.

Frequency
0.000 to 0.999
1.000 to 1.999
2.000 to 2.999
3.000 to 3.999
Total
Missing
Total

94
54
12
2
162
3
165

Percentage
57.0
32.7
7.3
1.2
98.2
1.8
100.0

Valid
Percentage

Cumulative
Percentage

58.0
33.3
7.4
1.2
100.0

58.0
91.4
98.8
100.0

Research Question Three
The third research question was “How do nurses with higher levels of moral
distress differ demographically from nurses who experience lower levels?” To answer
this question, the data was first checked for normality. A one-way ANOVA was then
performed to check for differences in the mean MDS scores based on the respondent’s
patient care employment setting. The correlation index of all variables was then
calculated using Spearman’s rank-order correlation (Spearman’s rho). None of the
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demographic variables were found to have statistical significance to levels of moral
distress.
Using the Kolmogorov-Smirnov and Shapiro-Wilk tests, the survey data was
checked for normality, and found to be significant. Table 10 displays the results of those
two tests for normality.
Table 10. Tests of Normality of Survey Data.
Tests of Normality
Kolmogorov-Smirnov3__________Shapro-Wilk
Statistic df
Statistic df
Sig.
Sig.
Respondent
Mean Distress
Mean Frequency

.059
.136
.100

204
204
204

.081
.000
.000

.955
.895
.941

204
204
204

.000
.000
.000

a. Lilliefors Significant Correction.
Moral Distress and Practice Setting
Nurses reporting their primary practice site as one of the four patient care settings
(hospital, long term care, clinic, or home/public health) were the sample used to measure
levels of moral distress. To test for differences in mean MDS intensity and frequency
scores between the four groups, a one-way ANOVA was performed. The difference
between groups was not large in comparison to the difference within groups (F-ratio),
indicating that neither moral distress intensity or frequency was likely to be related to
group differences (Polit & Beck, 2004). Table 11 displays the data.
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Table 11. One-way ANOVA Results for Moral Distress Intensity and Frequency and
Patient Care Practice Settings.
Sum of
Squares
Mean Distress
Mean Frequency

Between Groups
Within Groups
Total
Between Groups
Within Groups
Total

2.836
379.446
382.282
.996
83.206
84.202

Mean
Square

df
3
159
162
3
158
161

F

Sig.

.945
2.386

.396

.756

.332
.527

.631

.596

Moral Distress and Demographic Variables
Correlational coefficients were calculated for moral distress intensity and
frequency and the variables on the demographic survey, using Spearman’s rho, and a 0.05
level of significance. None of the demographic variables were found to have a
statistically significant relationship to moral distress. Table 12 presents the correlations
between mean distress, mean frequency, and the demographic variables.
Additional Findings
The answer to research question number one revealed that over a quarter of the
respondents had changed a job as a result of their feelings of moral distress. Other
changes moral distress led the nurses to make to their employment included having
reduced work hours (21.3%, n = 44) or having left the profession entirely (1.4%, n = 3).
Some respondents reported having made more than one of those changes. Table 13
displays these data.
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Table 12. Correlational Coefficients for Demographic Variables and Moral Distress
Intensity and Frequency.
Spearman’s rho
Mean Distress
C oit. Coefficient
Sig. (2-tailed)
N

Mean
Distress
1.000
163

Mean
Frequency
.860**
.000
162

Age
Group

Basic
RN Education

Highest RN
Education

Years
RN Practice

-.050
.525
163

.092
.243
163

.000
.995
162

.005
.952
163

-.033
.680
162

.037
.644
162

-.022
.786
161

.026
.744
162

1 .0 0 0

.198*

Mean Freq.
Corr. Coefficient
Sig. (2-tailed)
N

.860**
.000
162

1 .0 0 0

162

Age Group
C oit. Coefficient
Sig. (2-tailed)
N

-.050
.525
163

-.033
.680
162

Corr. Coefficient
Sig. (2-tailed)
N

.092
.243
163

.037
.644
162

Highest RN Ed.
C oit. Coefficient
Sig. (2-tailed)
N

.000
.995
162

-.022
.786
162

.002
164

.764**
.000
164

Years RN Practice
Corr. Coefficient
Sig. (2-tailed)
N

.005
.952
163

-.026
.744
162

.808**
.000
165

.202**
.009
165

.0 1 1

165

165

.235**
.002
164

.808**
.000
165

.764**
.000
164

.202**
.009
165

Basic RN Ed.
.198*

1 .0 0 0

.0 1 1

165
2 3 ^+*

Correlation is significant at the 0.05 level (2-tailed).
**Correlation is significant at the 0.01 level (2-tailed).
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165

1 .0 0 0

164
.254**
.001
164

.254**
.001
164
1 .0 0 0

165

Table 12. Continued.

Spearman’s rho
Mean Distress
Corr. Coefficient
Sig. (2-tailed)
N

Mean
Distress
1.000
163

Mean
Frequency
.860***
.000
162

Available
Ethics
Committee

JCAHO
Reviewed

Community
Population

Number
of RNs

-.072
.360
162

-.012
.882
145

-.071
.401
144

.010
.902
146

-.022
.782
161

-.061
.470
144

-.039
.644
143

.029
.731
145

Mean Freq.
C oit. Coefficient
Sig. (2-tailed)
N
Avail. Ethics
Committee
Corr. Coefficient
Sig. (2-tailed)
N

-.072
.360
162

-.072
.360
162

JCAHO Reviewed
Con'. Coefficient
Sig. (2-tailed)
N

-.012
.882
145

-.061
.470
144

.302**
.000
147

Community
Population
Corr. Coefficient
Sig. (2-tailed)
N

-.071
.401
144

-.039
.644
143

.393**
.000
146

.512**
.000
144

Number of RNs
Corr. Coefficient
Sig. (2-tailed)
N

.010
.902
146

.029
.731
145

.317**
.000
148

.461
.000
146

.860**
.000
162

1.000
162

1.000
164

.302**
.000
147
1.000
147

393**
.000
146

.317**
.000
148

.512
.000
144

.461
.000
146

1.000
146
.620**
.000
145

.620**
.000
145
1.000
148

*Correlalion is significant at the 0.05 level (2-tailed).
^Correlation is significant at the 0.01 level (2-tailed).

Nurses were asked the following question on the demographic form: “If you
perceived it as possible, would you make one of the changes listed (reduce work hours,
change positions of employment, or leave the field of nursing)?” Of the respondents
(N = 207), 55.6% indicated that they desired to make one of those three significant
employment changes but perceived it as impossible because of economic, family, or
geographic factors. The data are shown in Table 14.
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Table 13. Changes Nurses Have Made to Employment Due to Their Moral Distress.

Change Made

N

Percentage
44
55
3
102
207

Reduced Work Hours
Change Employer
Left RN Field
Total
Total Responses

21.3
26.6
1.4

Table 14. Desired to Make a Change in Employment Among all Respondents.

Responses
No
Yes
Total
Missing
Total

Frequency
38
115
153
54
207

Percentage
18.4
55.6
73.9
26.1
100.0

Valid
Percentage
24.8
75.2
100.0

Cumulative
Percentage
24.8
100.0

Interestingly, when the responses of those employed in patient care settings were
compared with those who were not, a similar percentage of nurses reported desiring to
make a dramatic change in employment as a result of their moral distress (58.2% vs.
45.2%, respectively). Table 15 displays this information.
The demographic survey included the following question: “If you answered yes
to”... (If you perceived it to be possible, would you make one of the changes...) “what
keeps you from the perception that a change is possible? Geographic location/family
constraints/economic factors, other (please specify).” All but one of the comments was
explained by the given choices, and most respondents chose more than one. Comments
included geographic factors such as; no other employer in the area, no available
education programs to prepare for other work, and only other employer worse. Family
factors included; spouse’s employment, schedule, family farm, and extended family
40

responsibilities. Economic factors listed under comments were; no other comparable
wage work available, close to retirement, and benefits.

Table 15. Desire to Make a Change in Employment Among RNs in Patient Care Settings
and Among RNs Not in Patient Care Settings.

Responses_______________ Frequency
RNs in Patient Care Settings
No
Yes
Total
No Response
Total
RNs Not in Patient Care Settings
No
Yes
Total
No Response
Total

Percentage

Valid
Percentage

Cumulative
Percentage

31
96
127
38
165

18.8
58.2
77.0
23.0
100.0

24.4
75.6
100.0

24.4
100.0

7
19
26
16
42

16.7
45.2
61.9
38.1
100.0

26.9
73.1
100.0

26.9
100.0

Access to ethics committees is a work environment variable suggested by some to
be a factor linked to moral distress. The Joint Commission on Accreditation of Healthcare
Organizations (JCAHO) mandates the existence of ethics committees for institutions
under their review. In this study, 21.2% (n = 35) of the nurses employed in patient care
settings report working in organizations not reviewed by the JCAHO. Table 16 displays
these data.
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Table 16. Institution of Employment Reviewed by JCAHO.

Frequency

Responses
No
Yes
Do Not Know
Total
No Response
Total

35
108
3
147
18
165

Percentage
21.2
65.5
1.8
89.1
10.9
100.0

Valid
Percentage
23..8
73.5
2.0
100.0

Survey recipients were queried as to the existence of ethics committees in patient
care settings and the perception of managerial support for the respondent to access the
committee. As indicated by the data in Table 17, 71.5% (n = 118) of the nurses employed
in patient care settings reported that the facility had an ethics committee, but 10.9% were
unaware whether or not there was such a support available. In addition, only 57.6%
(n = 95) of those working in a facility with an ethics committee felt they would have the
support of management or administration to convene the committee if they felt it
necessary.
Continuing education focusing on ethical dilemmas has been proposed in the
literature as a strategy to assist nurses in reducing the incidence and effects of moral
distress. Of the respondents employed in patient care facilities, 57.9% (n = 95) reported
there having been some form of continuing education related to ethical dilemmas
provided at the facility in the past. However, 32.7% (n = 54) had no access to such
education, and 9.1% (n = 15) did not know if any had been available. Table 18 displays
these data.
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Table 17. Ethics Committee Availability and Perception of Managerial Support to
Convene Ethics Committee.
Valid
Variable____________________ Frequency PercentagePercentage

Cumulative
Percentage

Availability
No
Yes
Do Not Know
Total
No Response
Total
Perceived Support
No
Yes
N/Aa
Total
No Response
Total

28
118
18
164
1
165

17.0
71.5
10.9
99.4
.6
100.0

17.1
72.0
11.0
100.0

17.1
89.0
100.0

19
95
30
144
21
165

11.5
57.6
18.2
87.3
12.7
100.0

13.2
66.0
20.8
100.0

13.2
79.2
100.0

a. Answered “no” to #13.

Table 18. Available Ethical Dilemma Continuing Education Among Nurses in Patient
Care Facilities.

Available
No
Yes
Do not Know
Total
Missing
Total

Frequency
54
95
15
164
1
165

Percentage
32.7
57.6
9.1
99.4
.6
100.0

Valid
Percentage
32.9
57.9
9.1
100.0

Cumulative
Percentage
32.9
90.9
100.0

Those respondents who were offered continuing education on the topic of ethical
dilemmas reported a variety of formats. Listed forms of continuing education included
articles provided by management (23.8%), computer modules (23%), lectures (34.5%),
role-play (5.5%), internet (0.6%), and workshops (0.6%). Table 19 displays these data.
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Table 19. Types of Continuing Education Offered on Ethical Dilemmas.

Type
Fecture/Speaker
Articles
Computer Modules
Role Play
Unspecified
Internet
Workshop
No Answer
Total

Frequency
57
41
38
9
8
1
1
10
165

Percentage
34.5
24.8
23.0
5.5
4.8
0.6
0.6
6.2
100.0

Cumulative
Percentage
34.5
59.3
82.3
87.8
92.6
93.2
93.8
100.0

The mean moral distress intensity scores ranged from 0.93 to 3.0 for the
potentially distressing items on the MDS (SD = 1.786 and 2.225 respectively). Scores
described as low are those from 0-1.9, moderate from 2.0-3.9, and high from 4.0-6.0.
Fifteen of the 36 items had a mean moral distress intensity score of between 2.000 and
3.000, corresponding to a moderate level of distress for those items. The mean moral
distress frequency scores ranged from 0.16 to 2.23 (SD = 0.717 and 1.892 respectively).
The mean frequency score was 0.953 (SD = 0.723). The item with the highest intensity
score also had the highest frequency score. This item was “Work with levels of nurse
staffing that I consider unsafe.”
The moral distress intensity item with the lowest score was, “Give medication
intravenously during a Code with no compressions or intubation.” For moral distress
frequency, the item with the lowest mean score was “Respond to a patient’s request for
assistance with suicide when patient has a poor prognosis.” Appendix D displays the
moral distress intensity (D) and frequency (F) results for each of the 36 potentially
distressing situations.
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Summary
The data analysis related to each of the three research questions was presented in
this chapter. Sample characteristies and significant findings were discussed. It is
interesting to note that while a significant percentage of the respondents had left a
position of employment as a result of moral distress, more than twice as many indicated
that although they continue in their positions, they wish to make a significant change
(leave the position, reduce hours, or leave the profession), but feel constrained from
doing so for various reasons. While the overall mean level of moral distress among
nurses employed in patient care settings was low, over a third of that sample reported
experiencing moderate or high levels of moral distress. The MDS items having the
highest mean levels of both moral distress intensity and frequency related to perceived
inadequate staffing. None of the demographic variables were found to have statistically
significant relationships to moral distress.
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CHAPTER V

DISCUSSION. CONCLUSIONS, RECOMMENDATIONS
The purpose of this study was to determine to what degree moral distress has been
a factor in changing positions of employment for registered nurses (RNs) licensed to
practice in North Dakota (ND). In addition, the study measured the moral distress
intensity and frequency reported by RNs employed in patient care settings, and explored
possible correlates to demographic or workplace variables. This chapter includes the
author’s discussion, conclusion, and recommendations based on the study.
Discussion
Moral distress was found in this study to be a significant part of the experience of
RNs in ND. The concepts related to moral distress as displayed in the Model for a Theory
of Moral Distress (Corley, 2002), are complex and interactive. Therefore, no one strategy
is likely to be effective in reducing or managing it. Several of the concepts relate to
internal qualities of the nurse. These may be impacted by education and mentoring.
Individual nurses need to attain moral competency in order to become effective as moral
agents. The other concepts within the model relate to the work environment.
Moral Distress and the Nurse
The results of this study revealed that 26.6% of the sample (N=207) have changed
a position of employment due to moral distress. This finding is similar to those (25%,
N = 106) of the most recent study also using the revised MDS (Corley, Minick, Elswick,
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& Jacobs, 2005). In addition, over half of those in the current study reported that they
wished to make a significant employment change by reducing work hours, leaving their
position, or leaving the field of nursing. Of the nurses in patient care settings, 37.4%
experienced a moderate or high level of moral distress.
The mean value for moral distress, 1.77 (standard deviation [SD] = 1.536) was
lower than that of the previous work (3.64, SD = 1.57). The sample in that study
(N = 106) consisted only of RNs in acute care medical and surgical units at two midAtlantic cities. The lower mean moral distress in the current research may be a reflection
that the tools used in the two studies were not identical. In addition, it may reflect the
diverse practice settings from which this sample was selected, including clinics, long
term care and home/community health, in addition to acute care.
Moderate or high mean frequency scores for moral distress were present in only
8.5% of the respondents. This supports previous research on moral distress, in that each
of the situations leading to moral distress do not necessarily occur frequently, but can
have serious effects on the individual.
The choices nurses may make regarding employment as a result of moral distress
are not limited to changing a position. Other major changes the nurses in this study
reported, included having reduced work hours (21.3%) or having left the profession
entirely (1.4%) In addition, over half of the respondents indicated that they wished to
leave their current jobs, work less, or leave nursing as a result of their moral distress, but
perceived it to be impossible because of economic, family, or geographic factors. This is
important, as it may lead to an impact not only the available workforce in terms of
numbers and turnover, but on the quality of nurses and the quality of the work (patient
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care, interaction with students, or other work) provided by those that stay in their
positions. Interestingly, when the responses of those employed in patient care settings
were compared with those who were not, a similar percentage of nurses reported desiring
to make a dramatic change in employment as a result of their moral distress (58.2% vs.
45.2%, respectively).
Although not sought by the author, some respondents provided qualitative data in
the form of comments attached to the returned surveys, expressing their feelings of
despair at not being able to provide what they knew to be right for their patients,
hopelessness at their inability to effect the situation in their workplace because of any
number of factors; ineffective nurse management; dominance of physicians, sometimes in
small facilities where little oversight is provided; or perceived unresponsiveness of
management and administration. Some expressed their disappointment at not being able
to recommend nursing as a career choice for others. What strategies are these nurses
using to cope with their distress, distress identified as being severe enough to cause them
to want to withdraw, to be at work less, or to leave? If they cannot physically withdraw,
is withdrawal occurring in the form of reducing the contact they have with the patient, or
reducing their attempts at advocacy? How do novice nurses become confident in their
role as patient advocates, if their mentors do not exhibit moral competency? Ineffective
coping strategies identified in the literature reviewed in this work include crying,
sarcastic retorts, deliberate emotional distancing, withdrawing or going along with a
situation and avoiding the patient even in giving basic care, leaving positions, and leaving
nursing.
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In addition to asking whether the respondents had made one of the
aforementioned major changes to their employment as a result of moral distress, the
demographic survey asked the following: “If you answered yes to’'... (if you perceived it
as possible, would you make one of the changes...) “what keeps you from the perception
that a change is possible?” Geographic location, family constraints, and economic factors
accounted for all of the responses except one, which was “fear of change”. Most
respondents chose more than one of the options given, which supports that nurses may
feel leaving a position they find intolerable is impossible, at least in part because of their
responsibilities to others. The need for some to have a position with benefits because of
being sole support for dependents or because the spouse’s employment had no benefits
was frequently mentioned. Many commented on being unable to relocate because of the
family farm, or responsibilities for members of the extended family.
The author asked respondents to indicate their reasons for perceived inability to
change employment, and to indicate the size of the community in which they work. One
of the purposes for obtaining that information was to determine possible correlations
between moral distress and the perception of being trapped in rural areas with few
employment opportunities. Hoyt, O’Donnell, and Mack (1995), in studying size-of-place
differences and psychological distress in a Midwestern state, found that social trends had
a negative impact upon the psychological well-being of residents in rural communities,
and that residents of rural communities of fewer than 2500 residents have higher levels of
distress than persons living on farms or in towns of up to 9999 population. In the current
study, no statistically significant relationship was found between size of community of
employment and level of moral distress.
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Although moral distress in this study was measured in a sample reflecting only
nurses employed in patient care settings, that is not to imply that nurses in non-patient
care settings do not experience ethical dilemmas and organizational obstacles to acting as
they see morally bound to do. It simply reflects that the tool used for this study includes
only potentially distressing situations that would be experienced by nurses in patient care
settings. Interestingly, when the answers of the two groups of nurses were compared,
(those working in patient care settings and those not), the percentage of those indicating
they wished to make a change in their current employment as a result of moral distress
was very similar (58.2% and 45.2% respectively). Clearly, those in non patient care
settings also experience suffering as a result of not being able to follow their moral
decisions.
Moral Distress and the Work Environment
In addition to factors inherent to the nurse, the relationships between concepts in
the Model for a Theory of Moral Distress (Corley, 2002) suggest that improving the work
environment could have an impact on the level of moral distress that nurses experience.
The 2005 study by Corley et al. found that an ethical work environment was an important
factor in moral distress intensity, and that age was negatively correlated with moral
distress intensity. Penticuff and Waldren (2000) found that the willingness of nurses to
commit themselves to ethical standards was related to the number of formal courses in
legal aspects of nursing practice, the total years of nursing practice, the number of
professional organization memberships, the current leadership or staff position, the
number of formal courses attended on professional issues of nursing practice, and the
number of formal courses attended on ethical aspects of nursing practice. Ethics
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resources included ethics in-service education and ethics committees. However, research
has been inconsistent regarding the demographic or environmental factors related to
moral distress, or the value of strategies to reduce it. hr the current study, no statistically
significant correlation was found between moral distress intensity or frequency and type
of nursing education, age, years of practice, ethics committees, or continuing education
relating to ethical dilemmas.
Given the current and growing shortage of nurses, it is important to note that the
MDS item with the highest moral distress frequency and intensity reflected the nurse’s
perception of unsafe staffing. Hamric (2000) described the potential relationship between
moral distress and staffing shortages:
Inadequate staffing leads to a complex interplay of factors of decreased frequency
and quality of communication and collaboration, decreased ability of nurses to
know patients, increased turnover resulting in less experienced staff, and
difficulty with prioritizing problems about immediate need. (p. 201)
In the current study, the MDS items with the two highest mean moral intensity
scores (3.0 and 2.98 respectively) related to working with levels of nurse staffing that the
individual considered unsafe, and working with other nurses they consider to be not as
competent as the patient care requires. Both of these items also had among the highest
frequency rates (2.23 and 2.02 respectively). Competence of personnel, physicians,
registered nurses, nursing assistants, other personnel, and one’s self, accounted for seven
of the 15 items with mean intensity scores over 2.0. The distinction between a level of
staffing that is inadequate vs. unsafe, would be difficult for an individual nurse to
determine at the time, as would professional competence. Clearly though, those are
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concerns that are a frequent source of distress for nurses in patient care settings in North
Dakota.
The balance of the 15 MDS items representing the highest mean levels of moral
distress intensity related to participating in continuation of life support measures or
tests/treatments in futile situations or in the terminally ill. These reflect situations at the
behest of the family or the physician, which the nurses perceive as being not in the best
interests of the patient. The last of the 15 items was “Providing care that does not relieve
the patient’s suffering because physician fears increasing dose of pain medication will
cause death”. Nurses desire to minimize suffering, and being in closer relationships with
patients than most other health care professionals, may feel the consequences of decisions
made in the face of these dilemmas more intensely.
Nurses are frequently faced with ethical dilemmas. Many of them relate to the
everyday situations that occur in the care of patients, not dramatic bioethical dilemmas
brought to the attention of national media. The degree to which nurses have influence in
their work environment has been found to be an important factor in how nurses manage
ethical concerns. Disagreements with physicians about patient care have been found to be
a frequent source of distress in nurses, compounded by unwillingness of organizations to
address the issues. Redman and Fry (2000) found that “The perceived lack of access to
ethics committees and organizational disinclination to deal with physicians made these
conflicts unresolveable in the nurses’ minds” (p. 365). Ethics committees are one avenue
for multidisciplinary examination of and communication about ethical dilemmas in
clinical facilities. Despite the requirement of the Joint Commission on Accreditation of
Flealth Care Organization (JCAFIO) for organizations to have ethics committees, nurses
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may not know that they exist or may not perceive that they would have support of
management to access them. Many nurses in ND are employed at facilities not reviewed
by JCAHO. The ND State Department of Health, which reviews those facilities, does not
mandate that healthcare organizations under their review have ethics committees
(B. Weidner, personal communication, October 19, 2006). In this study, 71.5% of the
RNs reported that there was an ethics committee in the organization, but 10.9% did not
know if there was, and importantly, only 57.6% perceived that they would have support
of management to convene the committee if they felt it necessary. In this study, no
statistically significant con-elation was found between moral distress and ethics
committees.
Moral Distress and Education
hi order for education to be effective, faculty members need to be well versed in
the subject, and able to model moral competence and moral action. In this study, there
was little difference between the percentage of nurses in patient care settings and the
other respondents in regard to the desire to leave their current positions as a result of
moral distress. It may be that there are nurses in administrative or academic positions
who left patient care positions as a result of their moral distress. These nurses may not be
able to be excellent examples, mentors, and educators on the subject of ethical dilemmas
because they themselves do not possess the requisite moral competency.
Nurse educators in the USA have tended to focus simply on the ethical principles
when teaching students, in particular, on beneficence, nonmaleficence, justice,
and patient autonomy. The difficulties arise when the principles that are
confronting the institutional realities of nursing practice are not a curriculum
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topic. There is an urgent need for nurse educators to be alert to preparing students
to manage their work environment in an ethical context. Nursing students are not
now forearmed with strategies for labeling their feelings and for identifying
effective ways to prevent or manage moral distress. Those nurses who are able to
manage moral distress have done so only through experience. (Corley, 2002, p.
638)
Kelly (1998) investigated moral integrity in new graduate nurses. She found that
the struggle to maintain moral integrity is a complex psychosocial process. In her sample
of nurses within 2 years of completing their education, she concluded that the “self-doubt
and confusion from intense stress resulted in greater reliance on others as references for
self-evaluation” and that “[individual ethical standards are influenced by group norms”
(p.1039). This stresses the importance of the environment in which nurses practice, and
the support of the more experienced colleagues and nurse leaders. Professional values
newly learned, may be abandoned as a result of a negative social climate. Ineffective
coping mechanisms such as distancing, or avoiding patients, may be learned when only
unit based peer advice is sought. Webster and Baylis (2000) contended that:
Much depends on the extent to which the work environment is seen to be a moral
community, a place where community members are encouraged to bring ethical
concerns to light and to deal with these in a manner that promotes shared
understanding and mutual respect—prerequisites for integrity-preserving moral
compromise, (p. 228)
Hardingham (2004) agreed that moral integrity is relational in nature. She stated:
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The solution will require more than teaching bioethics to nursing students and
nurses. It will require changes in the health care environment, organizational
culture and the education of nurses, with an emphasis on building a moral
community as an environment in which to practice ethically (p. 127).
Nurse education, both undergraduate and continuing education, should include
not only ethical concepts, but strategies for dealing with the inevitable dilemmas and
moral distress. The stories of moral suffering of others can be used to promote upholding
the standards the profession and of good patient care. Reflective journaling and
discussion can be used to encourage students to discuss their questions and feelings
surrounding patient care dilemmas they encounter during clinical assignments. Raines
(2000) found that sharing feelings about care situations improved moral decision making,
and nurses reported “increased self-assurance, ability to support patients, to be in a
relationship with patients, and to take responsibility for ethical decisions” (p. 38).
Clinical mentors in the form of faculty and preceptors should actively model the
understanding of moral competence and action. Role modeling and practice can enhance
excellent communication between professional colleagues. These factors can be
promoted in both undergraduate and continuing education.
To serve patients well, nurses must have moral integrity. The situations described
in the MDS have the potential to undermine moral integrity, and are only small sampling
of those faced in their profession. Healthcare will never be without ethical dilemmas, but
dilemmas identified and managed wisely, need not lead to distress. The Model for a
Theory of Moral Distress represents a complex interaction between several factors within
the nurse and in the work environment, which are linked to the effectiveness of the nurse
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as a moral agent. A nurse who is highly sensitive to moral issues, but is without moral
competency, moral commitment, or autonomy, may suffer more moral distress. A nurse
who is not sensitive to moral issues will not suffer moral distress. A nurse without the
ability to make sense of the situation and the support to act, will not be effective as a
moral agent. Several of these concepts can be affected by education. Support to act is
dependent on the work environment. This study has measured moral distress as a factor
leading to nurses in North Dakota leaving positions of employment, and the relationship
between moral distress and several environmental factors.
Conclusions
The results of this descriptive correlational study support previous research on
moral distress, and provide support for further research in this area. The findings
identified that moral distress is a factor in ND registered nurses changing positions of
employment. A significant percentage of respondents indicated that as a result of their
moral distress they have or wish to, make a dramatic change in their employment by
changing jobs, reducing work hours, or leaving nursing. Information was gathered related
to demographic and workplace variables and moral distress, although no single variable
was found to have a statistically significant relationship to moral distress.
The findings in this study are consistent with some aspects of other studies
reviewed. The MDS items having both the highest mean intensity and frequency score
related to the nurses' perception of working with inadequate staffing. The moral distress
intensity item with the lowest score was: “Give medication intravenously during a Code
with no compressions or intubation." For moral distress frequency, the item with the
lowest mean score was: “Respond to a patient’s request for assistance with suicide when
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patient has a poor prognosis.” These results were identical to those of Corley et al.
(2005).
The concepts related to moral distress as displayed in the Model for a Theory of
Moral Distress (Corley, 2002) are complex and interactive, and therefore, no one strategy
is likely to be effective in reducing or managing it. Both the internal qualities of the nurse
and the work environment may be altered with the potential to reduce the incidence and
effect of moral distress. Education and effective mentoring may affect the moral
competency of nurses. Many aspects of the work environment have the potential to
influence moral distress in nurses. This study found that situations leading to the highest
moral distress scores were those involving staffing, professional competence of nurses
and other healthcare personnel, situations the nurses perceived as being not in the best
interests of the patient, and those that increased patient suffering. Improving the work
environment could have an impact on the level of moral distress that nurses experience
and is an area that should be addressed as health care organizations seek to retain nurses.
Recommendations
The following recommendations are categorized for nursing practice, education,
research, and policy. Information obtained from this study form the basis for these
recommendations.
Nursing Practice
Nurses need to possess moral competency in order to become effective as moral
agents. Individual nurses may benefit from the results of this study by recognizing their
experiences and being able to put a name to the distress they may be feeling. They may
be led to develop dialogue with one another and with nurse management regarding the
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ethical dilemmas they experience and institutional obstacles to moral action. They may
be led to seek information leading to becoming more morally competent. Administrators
and nurse leaders in health care organizations may be encouraged to discuss moral
dilemmas with the staff of their organizations, and seek strategies that promote an ethical
work environment for nurses. Nursing leaders of professional organizations and
institutions need to promote increased awareness of moral distress as a concept, and
strategies that may reduce its incidence and effect.
Nursing Education
hi order for nurses to be effective as moral agents in their practice, they must be
able to recognize their ethical responsibilities, articulate their concerns and rationale to
others, and be prepared to defend their decisions when advocating for a patient in the face
of an ethical dilemma. The assumption that these skills will be adequately learned
through mentoring by others in the workplace is not valid, as represented by the results of
this study. Educators in undergraduate and continuing education departments may
evaluate the education they provide related to ethics, for its usefulness in the context of
today’s work environments. Teaching strategies may be revised to promote moral
competence, communication skills, and recognition of the concept of moral distress.
Nursing Research
Further research is clearly indicated in the area of moral distress. This study found
that a significant percentage of nurses in non patient care areas reported moral distress
severe enough for them to indicate the desire to make a dramatic change in their
employment. Current tools for measuring moral distress focus only on situations likely to
be experienced by nurses in patient care settings. Qualitative studies to describe moral
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distress in nurses in non patient care settings would be helpful to guide tool development
specific to measure and explore moral distress in other settings.
Many aspects of the work environment have the potential to influence moral
distress in nurses. This study found that situations leading to the highest moral distress
scores were those involving staffing, professional competence of nurses and other
healthcare personnel, situations the nurses perceived as being not in the best interests of
the patient, and those that increased patient suffering. Further research in these and other
areas of the work environment is needed. Studies may be designed to evaluate ways of
providing environmental support for moral courage and actions, and strategies effective
in increasing nurse moral competency.
Nursing Policy
Nurse management and healthcare administrators may benefit by developing
dialogue with the nurses employed at their facilities to identify and reduce sources of
moral distress. This study show'ed that awareness of and perceived access to available
ethics resources could be improved. In addition to nurse representation on ethics
committees, health care organizations need to have nursing ethics committees, where
open discussion of the daily ethical dilemmas nurses face, such as staffing, competence
of personnel, and pain management, is encouraged. Nurses need ethics support personnel
to assist them in clarifying ethical dilemmas, and assist with coping strategies for the
moral distress that can occur if the dilemmas are unresolved.
This study showed that the items with the highest moral distress intensity scores
dealt with issues of the work environment, specifically staffing and professional
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competence. Policies that deal with these two features of the work environment need to
be evaluated as organizations seek to retain nurses and promote patient care.
Summary

Moral distress has been identified as a serious problem in nursing and a key issue
affecting the workplace environment. It can affect the nurses’ ability to provide optimal
patient care and adversely affect job satisfaction. Job satisfaction affects nurse retention
within organizations and in the profession (American Association of Critical Care
Nurses, 2004).
The purpose of this study was to determine to what degree moral distress has been
a factor in registered nurses (RNs) licensed to practice in North Dakota (ND) changing
positions of employment. In addition, the study measured the moral distress intensity and
frequency reported by RNs employed in patient care settings, and explored possible
correlates to demographic or workplace variables.
This study showed that moral distress is a significant part of the experience of
RNs in the state of ND. and a factor in job turnover. No statistically significant
correlations were found between moral distress and any of the demographic or workplace
variables. This supports the premise of Corley’s Theory of Moral Distress, that the
human and environmental concepts related to moral distress are complex and interactive.
Recommendations were discussed which may impact the incidence and detrimental
effects of situations that lead to moral distress in nurses.
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APPENDIX A
MODEL FOR A THEORY OF MORAL DISTRESS
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Nursing as moral
profession
Nurses as moral
agents

Moral intent
to act

Autonomy
Sense making

Moral comportment
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\
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courage
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Lack of
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Suffering
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Leave nursing
Judgement
Conflict
Competency
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Low patient
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Figure 1. Model for a theory of moral distress. From “Nurse Moral Distress: A Proposed Theory and Agenda,”
by M. C. Corley, Nursing Ethics, 9(6), p. 644. Reproduced with permission of the author.

APPENDIX B
MORAL DISTRESS SURVEY
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MORAL DISTRESS SCALE
Introduction. Moral distress is defined as a painful feeling and/or psychological disequilibrium caused
by a situation where:
1) you believe you know the ethically appropriate action to take, and
2) you believe you cannot carry out that action because of institutionalized obstacles, such as
lack of time, supervisory disinterest, medical power, institution policy or legal limits.
This scale measures your perceptions on two dimensions:
1) level of moral distress, and
2) frequency of this situation
Directions. The following situations sometimes occur in clinical practice. If they’ve happened to you,
they may or may not cause moral problems for you. For your current position, please indicate for each of
the following situations, the extent to which you have experienced MORAL DISTRESS and its
FREQUENCY, if at all.

Please answer by checking the appropriate column for each dimension: Moral Distress A Frequency
Moral Distress Experienced
Potentially distressing
situations
1
1. Follow the family’s wishes for
the patient’s care when I do not
agree with them but do so
because hospital administration
fears a lawsuit.
2. Follow the family’s wishes to
continue life support even
though it is not in the best
interest of the patient.
3. Carry out a physician’s order
for unnecessary tests and
treatment.
4. Assist a physician who
performs a test or treatment
without informed
consent.
5. Initiate extensive life-saving
actions when I think it only
prolongs death.
6. Ignore situations of suspected
patient abuse by caregivers.
7. Ignore situations in which
patients have not been given
adequate information to insure
informed consent.
8. Carry out a work assignment
in which I do not feel
professionally competent.
9. Avoid taking action when I
learn that a nurse colleague has
made a medication error and
does not report it.

0

1

2

3
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4

5

|
6

Frequency of Experience
4
2
3
5
6
()
1

Let medical students perform
painful procedures on patients
solely to increase their skill.
12. Carry out orders for
unnecessary tests and treatments
for terminally ill patients.
13. Work with levels of nurse
staffing that I consider “unsafe.”
14. Carry out orders or
institutional policies to
discontinue treatment because
the patient can no longer pay.
15. Continue to participate in
care for a hopelessly injured
person who is being sustained on
a ventilator, when no one will
make decision to “pull the plug”
16. Observe without taking
action when health care
personnel do not respect the
patient’s privacy.
17. Follow the physician’s order
not to tell the patient the truth
when he/she asks for it.
18. Assist a physician who in
your opinion is providing
incompetent care.
19. Prepare an elderly man for
surgery to have a gastrostomy
tube put in, who is severely
demented and a “No Code”.
20. Discharge a patient when he
has reached the max. length of
stay based on Diagnostic Related
Grouping (DRG) although he has
many teaching needs.
21. Provide better care for those
who can afford to pay than those
who cannot.
22. Follow the family’s request
not to discuss death with a dying
patient who asks about dying.
23. Provide care that does not
relieve the suffering because
physician fears increasing dose
of pain meds will cause death.
24. Give medication IV during a
Code with no compressions or
intubation.
25. Follow the physician’s
request not to discuss Code
status with patient.
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26. Follow the physician’s
request not to discuss Code
status with the family when the
patient becomes incompetent.
27. Not being able to offer
treatment because ihe costs will
not be covered by the insurance
company.
28. Increase the dose of IV
morphine for an unconscious
patient that you believe will
hasten the patient’s death.
29. Respond to a patient’s
request for assistance with
suicide when patient has a poor
prognosis.
30. Follow orders for pain
medication even when the
medications prescribed do not
control the pain.
32. Work with nurses who are
not as competent as the patient
care requires.
33. Work with nursing
assistants who are not as
competent as patient care
requires.
34. Work with non-licensed
personnel who are not as
competent as the patient care
requires.
35. Work with physicians who
are not as competent as the
patient care requires.
36. Work with support
personnel who are not as
competent as the patient care
requires.
37. Ask the patient’s family
about donating organs when the
patient’s death is inevitable
38. Be required to care for
patients I am not competent to
care for.
Source: Adapted with permission from M. Corley (2005), “Nurse Moral Distress and Ethical Work
Environment, Nursing Ethics, 72(4), 381-390.
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APPENDIX C
LETTER OF INSTRUCTION, INFORMED CONSENT,
AND DEMOGRAPHIC QUESTIONNAIRE
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February 2, 2007
Dear North Dakota RN.
You are being asked to participate in a research project which involves a survey of
registered nurses licensed to practice in North Dakota. The aim of this research is to
measure the frequency and intensity of moral distress of nurses, and to link this with
various demographic and workplace factors, such as decisions the nurse has made
regarding changes of employment, and the existence and accessibility of ethics resources
at the workplace. Approximately 800 nurses are being asked to participate in this study,
selected randomly from a Board of Nursing list of licensed RN’s in North Dakota.
Your time involved in this research will be just this one-time survey, which will take
approximately 15 minutes to complete. The surveys will remain anonymous and results
will only be reported in aggregate form. Do not identify yourself on any of the returned
materials. There are no foreseeable risks to you for participating in this study, nor will
any compensation be provided.
You are not obligated in any way to participate. If you are willing, completion and return
of the enclosed surveys will indicate your consent. Please complete all of the questions
on the attached Demographic Questionnaire and Moral Distress Scale survey and return
prior to February 19, 2007. A postage-paid return envelope is provided.
You may not personally benefit from being in this study. However, we hope that in the
future, other people might benefit, because the results of this research will be shared with
the ND Board of Nursing, and nursing and organization leaders, creating awareness
which may be of value to individual nurses, healthcare administration, and nursing
education. Greater awareness of the concept of moral distress may promote dialogue
regarding work environment, and strategies for developing professional or organizational
resources that address or mitigate the harmful effects of moral distress. Educational
activities may be designed to promote understanding and role development of nurses in
education and practice settings.
If you have any questions or would like to be personally informed of the results of this
study, please contact myself, a graduate student at the University of North Dakota, Grand
Forks, or my Faculty Advisor.
If you wish to talk to someone else, or prefer to question your rights as a research subject,
or if you have any concerns or complaints about the research, you may contact the
University of North Dakota Institutional Review Board at 701-777-4279.
Thank you for supporting this important work.
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Demographic Survey
1. What is your age in years?
a. <20
b. 21-30
c. 31-40

d. 41-50

e. 51-60

f. 61 +

2. What is your gender?
a. male
b. female
3. Your culture/ethnicity can best be described as:
a. African-American b. Asian/Pacific Islander
d. White e. American Indian
f. other

c. Hispanic/Latino

4. Level of basic registered nursing education:
a. ADN b. BSN c. Diploma
5. Highest level of nursing education:
a. ADN
b. BSN c. Diploma d. Masters
6. Years practicing as an RN:
a. 0-2
b. 3-5
c. 6-10

d. 31-15

e. Doctorate

e. 16-20

f. >20

7. Years since completion of most recent program of nursing education?
a. 0-2
b. 3-5
c. 6-10
d. 11-15
e. 16-20
f. >20
8. Which of the following categories best describes your primary practice setting?
(choose one)?
a. hospital
b. long-term care c. clinic
d. home health/public health
e. academia f. advanced practice clinical
g. other
9. Hours per week you are employed in nursing?
a. none
b. <13
c. 13-24
c. 25-32

d. 33-40

e. > 40

10. Has continuing education been available through your place of work regarding
identifying/resolving ethical dilemmas?
a. yes
b. no
c. don’t know
11. If so, what type?
a. none
b. role-play with a facilitator
d. computer module e. lecture/speaker

c. articles provided by management
f. other______________________

12. Has education as described in #10 been available but you did not participate?
a. yes
b. no
c. N/A because the education was not offered
13. Is there an ethics committee in your organization available to you if you need it?
a. yes
b. no c. don’t know
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14. Regarding question #13, do you perceive that you would have nursing
management/administrative support for convening the ethics committee?
a. N/A because my answer to #12 was not “yes"
b. yes
b. no
15. Is the organization where you are employed reviewed JCAHO?
a. yes
b. no
c. don't know
d. no, because it is not a healthcare setting
16. What is the approximate number of RNs at your primary place of employment?
a. <10
b. 11-50
c. 51-100
d. >100
17. What is the approximate population in the community where you practice?
a.<100 b. 101-1000 c. 1001-6000 d. 6001-10,000 e. 10,001-20,000 f. >20,000
18. Sometimes nurses encounter distress as a result of the inability to advocate for the
patient as we wish (as a result of some external force i.e. physician or administrative
pressure, lack of time, lack of support, laws, etc.). As a result of feeling that type of
distress, have you in the past (indicate all that apply):
a. reduced work hours
b. changed positions of employment
c. left the field of nursing
19. If you perceived it as possible, would you make one of the changes listed in #18?
a. yes
b. no
20. If you answered yes to #19, w'hat keeps you from the perception that a change is
possible? Geographic location/family constraints/economic factors, other (please
specify)?_________________________________________________________
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APPENDIX D
INTENSITY (D) AND FREQUENCY (F) OF THE POTENTIALLY
DISTRESSING ITEMS ON THE MORAL DISTRESS SCALE
AMONG NURSES IN CLINICAL PRACTICE SETTINGS
Table 20. Intensity and Frequency of Items on the Moral Distress Scale.
Survey Item
ID. Follow the family’s wishes for the
patient’s care when I do not agree
with them but do so because hospital
administration fears a lawsuit.
IF.
Follow the family’s wishes for the
patient’s care when I do not agree
with them because hospital
administration fears a lawsuit.
2D. Follow the family’s wishes to
continue life support even though it is
not in the best interest of the patient.
2F.
Follow the family’s wishes to
continue life support even though it is
not in the best interest of the patient.
3D. Carry out a physician’s order for
unnecessary tests and treatment.
3F.
Carry out a physician’s order for
unnecessary tests and treatment.
4D. Assist a physician who performs a
test or treatment without informed
consent.
Assisi a physician who performs a
4F.
test or treatment without informed
consent.
5D. Initiate extensive life-saving actions
when I think it only prolongs death.
5F.
Initiate extensive life-saving actions
when I think it only prolongs death.
6D. Ignore situations of suspected patient
abuse by caregivers.
Ignore situations of suspected patient
6F.
abuse by caregivers.
7D. Ignore situations in which patients
have not been given adequate
information to insure informed
consent.

Mean
1.86

Standard
Deviation
1.935

N
162

Minimum
0

Maximum
6

161

0

6

1.21

1.296

163

0

6

2.48

2.209

162

0

6

1.70

1.679

164

0

6

2.42

1.944

163

0

6

2.11

1.812

164

0

6

1.06

1.908

164

0

6

0.45

0.935

165

0

6

2.39

2.140

164

0

6

1.49

1.599

162

0

6

1.40

2.219

162

0

5

0.41

0.839

164

0

6

1.65

1.962
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Table 20 continued.

Survey Item
7F.
Ignore situations in which patients
have not been given adequate
information to insure informed
consent.
8D.
Carry out a work assignment in
which I do not feel professionally
competent.
Carry out a work assignment in
8F.
which I do not feel professionally
competent.
9D.
Avoid taking action when I learn that
a nurse colleague has made a
medication error and does not report
it.
9F.
Avoid taking action when I learn that
a nurse colleague has made a
medication error and does not report
it.
10D. Let medical students perform painful
procedures on patients solely to
increase their skill.
10F. Let medical students perform painful
procedures on patients solely to
increase their skill.
12D. Carry out the physician’s orders for
tests and treatments for terminally ill
patients.
12F. Carry out the physician’s orders for
tests and treatments for terminally ill
patients.
13D. Work with levels of nurse staffing
that I consider “unsafe.”
13F. Work with levels of nurse staffing
that 1 consider “unsafe.”
14D. Carry out orders or institutional
policies to discontinue treatment
because the patient can no longer
pay.
14F. Carry out orders or institutional
policies to discontinue treatment
because the patient can no longer
pay.
15D. Continue to participate in care for a
hopelessly injured person who is
being sustained on a ventilator, when
no one will make a decision to “pull
the plug.”

Minimum
0

Maximum
6

165

0

6

2.36

2.231

162

0

6

1.28

1.416

165

0

6

1.59

1.871

164

0

5

0.89

1.167

165

0

6

1.52

2.103

163

0

6

0.80

1.378

165

0

6

2.13

2.053

163

0

6

1.39

1.577

165

0

6

3.00

2.225

164

0

6

2.23

1.892

164

0

6

1.13

2.065

163

0

6

.31

0.820

163

0

6

1.39

2.101
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Mean
0.95

Standard
Deviation
1.184

N
164

Table 20 continued.

Survey Item
15F. Continue to participate in care for a
hopelessly injured person who is
being sustained on a ventilator, when
no one will make a decision to “pull
the plug.”
16D. Observe without taking action when
healthcare personnel do not respect
the patient’s privacy.
16F. Observe without talcing action when
healthcare personnel do not respect
the patient’s privacy.
17D. Follow the physician’s order not to
tell the patient the truth when he/she
asks for it.
17F. Follow the physician’s order not to
tell the patient the truth when he/she
asks for it.
18D. Assist a physician who in your
opinion is providing incompetent
care.
18F. Assist a physician who in your
opinion is providing incompetent
care.
19D. Prepare an elderly man for surgery to
have a gastrostomy tube put in, who
is severely demented and a “No
Code.”
19F. Prepare an elderly man for surgery Lo
have a gastrostomy tube put in, who
is severely demented and a “No
Code.”
20D. Discharge a patient when he has
reached the maximum length of stay
based on Diagnostic Related
Grouping (DRG) although he has
many teaching needs.
20F. Discharge a patient when he has
reached the maximum length of stay
based on Diagnostic Related
Grouping (DRG) although he has
many teaching needs.
21D. Provide better care for those who can
afford to pay than those who cannot.
2 IF. Provide better care for those who can
afford lo pay than those who cannot.
22D. Follow the family’s request not to
discuss death with a dying patient
who asks about dying.

Mean
0.71

Standard
Deviation
1.271

N
163

Minimum
0

Maximum
6

164

0

6

1.63

1.790

163

0

5

1.08

1.291

165

0

6

1.73

2.247

164

0

6

0.55

0.974

165

0

6

2.42

2.322

163

0

6

1.31

1.496

165

0

6

1.67

2.272

164

0

6

0.65

1.175

163

0

6

1.66

2.089

162

0

5

0.75

1.206

165

0

6

1.08

1.885

164

0

6

0.38

0.974

165

0

6

1.82

2.332
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Table 20 continued.

Survey Item
22F. Follow the family’s request not to
discuss death with a dying patient
who asks about dying.
23D. Providing care that does not relieve
that does not relieve the patient’s
suffering because physician fears
increasing dose of pain medication
will cause death.
23F. Providing care that does not relieve
that does not relieve the patient’s
suffering because physician fears
increasing dose of pain medication
will cause death.
24D. Give medication intravenously during
a Code with no compressions or
intubation.
24F. Give medication intravenously during
a Code with no compressions or
intubation.
25D. Follow the physician’s request not to
discuss Code status with patient.
25F. Follow the physician’s request not to
discuss Code status with patient.
26D. Follow the physician’s request not to
discuss Code status with the family
when the patient becomes
incompetent.
26F. Follow the physician’s request not to
discuss Code status with the family
when the patient becomes
incompetent.
27D. Not being able to offer treatment
because the costs will not be covered
by the insurance company.
27F. Not being able to offer treatment
because the costs will not be covered
by the insurance company.
28D. Increase the dose of IV morphine for
an unconscious patient that you
believe will hasten the patient’s
death.
28F. Increase the dose of IV morphine for
an unconscious patient that you
believe will hasten the patient’s
death.
29D. Respond to a patient’s request for
assistance with suicide when patient
has a poor prognosis.

Mean
0.60

Standard
Deviation
0.924

N
164

Minimum
0

Maximum
5

165

0

6

2.08

2.412

164

0

6

0.92

1.388

165

0

6

0.93

1.786

163

0

5

0.32

0.807

165

0

6

1.15

2.061

164

0

4

0.25

0.713

165

0

6

1.22

2.081

164

0

5

0.27

0.701

165

0

6

1.66

2.193

164

0

6

0.71

1.286

165

0

6

1.12

1.880

164

0

4

0.40

0.855

165

0

6

1.11

2.150
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Table 20 continued.

Survey Item
29F. Respond to a patient’s request for
assistance with suicide when patient
has a poor prognosis.
30D. Follow orders for pain medication
even when the medications
prescribed do not control the pain.
30F. Follow orders for pain medication
even when the medications
prescribed do not control the pain.
32D. Work with nurses who are not as
competent as the patient care
requires.
32F. Work with nurses who are not as
competent as the patient care
requires.
33D. Work with nursing assistants who are
not as competent as patient care
requires.
33F. Work with nursing assistants who are
not as competent as patient care
requires.
34D. Work with non-licensed personnel
who are not as competent as the
patient care requires.
34F. Work with non-licensed personnel
who are not as competent as the
patient care requires.
35D. Work with physicians who are not as
competent as the patient care
requires.
35F. Work with physicians who are not as
competent as the patient care
requires.
36D. Work with support personnel who are
not as competent as the patient care
requires.
36F. Work with support personnel who are
not as competent as the patient care
requires.
37D. Ask the patient’s family about
donating organs when the patient’s
death is inevitable.
37F. Ask the patient’s family about
donating organs when the patient’s
death is inevitable.
38D. Be required to care for patients I am
not competent to care for.
38F. Be required to care for patients I am
not competent to care for.

Minimum
0

Maximum
6

164

0

6

2.38

2.068

163

0

6

1.66

1.544

164

0

6

2.98

2.102

162

0

6

2.02

1.659

162

0

6

2.51

2.077

161

0

6

1.78

1.731

163

0

6

2.17

2.153

162

0

6

1.46

1.705

163

0

6

2.70

2.334

162

0

6

1.62

1.669

162

0

6

2.05

2.085

161

0

6

1.23

1.411

163

0

6

1.24

1.875

162

0

6

0.94

1.551

163

0

6

2.46

2.478

162

0

6

0.90

1.154
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Mean
0.16

Standard
Deviation
0.717

N
164
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